Health and Social Security performance indicators, both activity and cost, when adjusted for case mix, are near the expected level; they compare favourably with other districts, particularly provincial teaching districts. Indeed, the Thames regions top the league table in "cost improvement" programmes.
Many other questions are raised by the report-not least the lack of information on priority services. But so what? Raising questions and the subsequent debate are part of health service planning. Should what might appear to be a parochial issue not be settled by the 12 districts and their regions unruffling their feathers and sitting down quietly to review their strategies and adjust them as necessary? The special funds made available to reduce the pressures inflicted by the Resource Allocation Working Party will lubricate the process and also reduce the pressures on ministers in what for them is an important year.
The problem should not be settled in this way, primarily because the issues raised in the report are not peculiar to the inner London districts: they just happen to have raised them. Patients are not behaving as planned: the Thames regions have relied on a 15% reduction in hospital admissions in inner London but so far there has been a 2-5% increase. The flow from outside London appears to be increasing, not decreasing. Bed reductions do not reduce activity-not if the number of consultants is not also reduced, and there are no realistic plans to do so. If, as is the case, the easy and most cost effective reductions have taken place by closing entire hospitals, what further reductions will have to take place to find the remaining 60% of the £109m? This is the nub of the issue and the not so hidden agenda behind the report. Can the Thames regions develop priority services, cope with demographic change, fund new developments in health care, and still run a viable acute service? Perhaps they cannot. Perhaps no part of the country can, and the concept that Britain can run a health service with a lower number ofacute beds per head ofpopulation, with less ofour gross national product going on health than most other countries, is akin to that adopted by Canute's courtiers. Waiting to see whether the tide will engulfus is not advisable. The DHSS and the regions must therefore tackle the issues raised in-the report and in addition they must be seen to be tackling them. They should recognise that such debate will and should take place in public and welcome reports like this one.
They could in addition be looking across the Atlantic. If further savings can be achieved without compromising patient care then they will probably come from clinical work. The more surprising finding is that the excess mortality remains even when suicide and accidental deaths are excluded. The highest increase is among those with organic psychotic conditions, especially any type of dementia, but is raised for all psychiatric diagnoses520 and paradoxically is greater for those aged under 40.11 Among the psychiatrically ill there have been accounts of sudden death, death with no organic disease, and also of unexpected death from known physical illness.2' Most of the excess mortality from natural causes is, however, from common conditions: cardiovascular disease and arteriosclerosis,12 pulmonary infection,23 and influenza."' Whether there is an excess of deaths from malignancy is debatable." 22 Postulated causes for the excess mortality may be divided broadly into biological and psychosocial. Kendler has considered that genetic factors are important in mortality from trauma (suicide and accident) and those with schizophrenia and from diseases (natural causes) among those with neurotic conditions.24 Psychiatric illness and physical conditions resulting in death may be linked in three ways: the mentally ill may have an increased exposure to known causes ofdisease or death-for example, tobacco, alcohol, and dangerous driving; for a given degree of environmental exposure they may have an increased susceptibility to develop illness (psychosomatic disorder); and mental illness may adversely affect the outcome of a physical disease. 25 The excess mortality could be accounted for by several different psychological theories. The cluster theory suggests that illnesses tend to cluster in different bodily and psychological systems in the same individual, that there is a higher concentration of some illnesses in a minority of the population, and that several illnesses tend to occur within a few years of the whole life span.26 The affect of hopelessness may be associated with the early stages of a severe physical illness,27 and many studies have looked at the association between adverse life events and the subsequent onset of serious illness and death.2' The experience of loss has been related to increased mortality,-' and the inability to communicate distressing emotion verbally (alexithymia) may be related to the onset of physical illness.30 Type A behaviour patterns, with competitive striving, aggressiveness, hostility, and continuous working to time limits, have been related to an increased incidence of coronary heart disease.3' Very different life stresses may result in a common pathological pattern of illness resulting in death,32 and in certain predicaments the untoward event has had a last straw effect, resulting in premature death.33 Associations have-also been sought between abnormal psychological states and accident proneness.34
With this bewildering array of findings and theories one might concur with Tsuang and Simpson's answer to their self imposed question: "Mortality studies in psychiatry-should they stop or proceed?": "There is a continuing need for mortality studies and increased opportunities for integrating these investigations with other longitudinal studies of psychiatric population."35 The study of mortality is the hardest fact of psychiatric epidemiology and can give useful information on the course of mental disorders and the efficacy of treatment.
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